
TOPICS DISCUSSED INCLUDE:
PANEL:

Brad Boyd, Managing Director and Co-Leader, 
BDO’s Healthcare Management Advisory Services 
Practice (Moderator) 

Heidi Collins, Vice President, Health IT Operations, 
UCSF Health

Srin Vishwanath, Founder and CEO, OPN Healthcare

Dr. Jim Walton, Former President and CEO, Genesis 
Physicians Group

This conversation has been lightly edited for length and clarity.

Patients have made it clear that the traditional 
healthcare institution doesn’t work for them. That’s 
why they’re turning to patient-centric solutions — and 
driving an industry-shaking shift toward consumerism in 
the process. 

Introductions [00:53]

Brad Boyd: Good afternoon, and thanks for joining us. 
My name is Brad Boyd, Managing Director, and Leader of 
BDO’s Healthcare Advisory Practice. 

The patient experience and improving access to care were 
major priorities of our healthcare clients before the COVID 
pandemic. However, recovering from the financial impacts 
of COVID, the acceleration of value-based contracting, 
and the competitive forces as private equity has taken a 
greater hold in healthcare, have placed a greater pressure 
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and a greater importance on the patient experience and 
improving the patient journey.

For this panel, we have assembled a variety of healthcare 
executives who are going to share their personal take 
on challenges around the patient experience, as well as 
opportunities for improving the patient journey, both in 
outcomes and in the financial performance of healthcare 
groups. With that, Jim, would you like to start us off by 
introducing yourself?

Jim Walton: My name is Jim Walton. I started my career about 
40 years ago as a general internist in a small town called 
Waxahachie, Texas. Along the way, I developed an interest in 
caring for the poor and the underserved and worked for Baylor 
Scott & White Health, a large health system in North Texas 
for 20 years developing their community medicine strategy. 
In the last ten years of my career, I was the CEO of a large 
independent physician association of about 1,500 doctors with 
50 different specialties in the North Texas region. I recently 
retired and I’m pleased to be here participating on this panel. 

Heidi Collins: Hi, I’m Heidi Collins. I work at UCSF Health. 
Prior to UCSF, I started my career in the Northeast at Partners 
HealthCare, working in finance and operations. I moved west 
about ten years ago and found out you can’t pay for a house 
here working for finance or operations, so I moved into IT. 
I’ve been a healthcare VP for about ten years in finance and 
operations and in IT and I’m happy to be here. 

Srin Vishwanath: Hi, I’m Srin Vishwanath, CEO of Oncology 
Physicians Network. We are a specialty MSO, technology 
enabled, focusing on enabling and aligning physicians and 
payers and patients and trying to deliver value-based care in 
the oncology space.

Consumerism in Healthcare [03:29] 

Brad Boyd: First question is to Dr. Walton. How would you 
define consumerism in healthcare, and as a medical group 
executive, what do you see as the major challenges for 
improving patients’ ability to seek care? 

Jim Walton: My filter around the topic of consumerism, which 
is driven by consumers and the fact that the consumer base is 
highly segmented, comes from my experience as a physician, 
and then as an executive, looking at how do we provide access 
to high quality care, as well as delivering better outcomes for 
the entire demographic segment that we’re confronted with in 
North Texas? It depends on which demographic segment we’re 
trying to influence. What we recognize in the United States 
and certainly in Texas is there are huge disparities in access to 
care or how a demographic might define what consumerism is 
to them. We have a reflex today to try to paint consumerism 
with an app that does something to enable a certain 

demographic easy access for an appointment or transitional 
care management, and that reduces it down to something that 
probably isn’t going to apply to the entire demographic. What 
might potentially end up happening would be higher degrees 
of despair and health disparities both in access as well as the 
health outcomes that we confront. As a first step in trying to 
define consumerism, we might want to take a step back and 
ask, what is the demographic segment that I’m called to work 
within, and which group does my system, or my organization 
work with? Is it oncology patients and then within oncology? 
Is it all types of demographics within oncology, or is it an 
immigrant population or people that don’t have a lot of health 
literacy? We might think about consumerism and solutions for 
consumers around how each demographic might respond to 
that.

More importantly, we’re on a journey in this country around a 
somewhat unfinished civil rights journey to create more equity 
in a healthcare system that has historically left some of our 
neighbors behind. We need to think about how we rectify that. 
I think that’s a thread that’s going to be bleeding into a lot of 
the work we’re going to be doing in the future. 

Focus on Health Equity and Role of 
Technology [06:44]

Brad Boyd: Heidi, from a large, integrated academic 
medical center experience, UCSF and your experience at 
Partners back east, do the concepts of consumerism and 
healthcare apply equally across all of your patients, or are 
there certain segments that require different approaches 
for outreach and engagement? Can technology help 
address some of those nuances?

Heidi Collins: UCSF Health has an interesting market space. 
Predominantly, we’re a tertiary quaternary health center. We 
take care of the sickest of the sick. We also serve primary care 
for San Francisco. So, we have about 100,000 primary care 
patients, most of which is focused around 20 to 30,000, so a 
very small primary care base, and then we serve as the primary 
secondary care and tertiary care for the Central Valley. There 
are very different demographics and needs across all of that, 
and we need to balance all of those and work differently. One 
of the things we’ve been migrating towards the last couple 
of years is this focus on health equity and as part of health 
equity, some of it is different consumers need different things. 
To the extent you can use technology to drive self-service, that 
isn’t to drive more money to the bottom line. No, that frees 
up resources to do more outreach or to provide extra tools to 
the populations that need it most. For instance, during the 
pandemic, we automated our vaccine response for 95% of our 
patients and then put our efforts into call centers, outreach 
vans, community events and other ways of getting those 
patients in. Technology becomes an enabler for how we move 
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the easier pieces, so we have resources to focus on the more 
difficult pieces. 

Increasing Patient Engagement [08:39]

Brad Boyd: BDO recently published our Patient Experience 
Survey. We found that 58% of Americans admitted to 
delaying routine medical care over the last 12 months. 
Srin, as the leader of a risk-based organization that treats 
cancer patients, has your practice found these delays have 
led to later, or late-stage diagnoses and what tactics is 
your organization taking to engage patients to come in? 

Srin Vishwanath: When we think about what’s happening in 
terms of delayed treatment or delayed diagnosis and some of 
these other issues because of the pandemic, one of the leading 
indicators to us was not actually data, because we still do not 
know from the pandemic the impact of the scope and scale 
of what some of these issues are or how they are manifesting 
themselves. The leading indicator was what we hear from 
patients: frustrations in getting access, and frustrations in 
trying to align their care. Some of the disruption the pandemic 
caused actually helps us understand that, yes, there’s 
definitively something happening. If the patients are reacting 
this way — which was somewhat different when you look at 
patient satisfaction, patient complaints, and all these other 
things that are going on — and when you see that disruption, 
any organization that is concerned about managing from a 
value-based perspective, which requires us to look long term 
at whether we are bending the cost curve by improving quality 
and moving up that value scale, will ask how are we going to 
approach this? 

A few tactics we use, obviously patient engagement became 
more important. Navigation for example, with cancer patients 
you must communicate not only with the individual but also 
the family. The other piece was our primary care partners. The 
oncologists see the patient after there’s a diagnosis of cancer, 
not at the screening phase, and are we communicating better 
with our referring doctors? How are we providing feedback 
about what is going on? Jim can probably speak to some of 
those challenges with specialists and PCP communicating and 
integrating their thought processes and workflows. 

Integration Between PCP and Specialists [11:00]

Jim Walton: It’s very challenging. I don’t want to be too 
provocative today, but the reality is, since the ACA was passed 
and the institution of Accountable Care Organizations, one of 
the pre-COVID opportunities that occurred were independent 
physicians that had not yet been employed by a health system 
or a private equity backed roll up were able to aggregate in a 

safe, compliant way to work together to drive better patient 
centered care. 

Opportunities for Accountable Care 
Organizations [11:46] and the Integration of 
Healthcare [13:44]

Earlier today we heard some comments about the apparent 
early disappointment with the economic benefits to the 
system, but the reality from my perspective is we were not 
integrated with our specialty colleagues in the early phase 
of Accountable Care Organizations. I initially practiced in a 
small town where specialists were limited and most of the 
specialty care was provided in an urban setting, and when I 
transitioned into urban medicine, my patients were unable to 
access specialty care except at the public hospital. What we 
realized is there’s tremendous fracturing and segmentation 
and isolation of care for all patients, not just poor patients, not 
just immigrants, not just the uninsured, but all patients. As a 
patient, and I think all of you in the room either are a patient 
or you have a loved one who is a patient, have experienced this 
segmentation and this fracturing and this brokenness, if you 
will, and the uncoordinated nature of care. The opportunity 
for Accountable Care Organizations is, in fact, this idea of 
bringing together specialty care and primary care in a much 
more coordinated function that is tech-enabled. We talk a lot 
about the different ways that could happen, and the industry 
and the innovation around that is enormous. The investment 
opportunity and the ROI is extraordinary. But the truth is, we 
as patients and we as loved ones of patients are disappointed 
in 2023 with the integration of healthcare when we are sick or 
when someone we know is sick. We must solve for that. 

I think the sad truth about primary care, as a primary care 
doctor, is there are patients I should not be taking care of. 
You’re putting too much on me as a primary care doctor. I 
need to be able to say honestly that I cannot do that. You are 
burning me out. It’s not just the administrative burden. We 
can’t just whitewash it and say the administration is what’s 
burning me out. This burden has to do with taking on more 
responsibility for diseases I’m not prepared to handle, and that 
creates a moral injury for me as a physician. If I can’t take care 
of the patient and if I can’t do a good job with them, then I 
experience an injury and I burn out. Hence my need for my 
oncology colleagues and my cardiology colleagues and my 
gastroenterology colleagues. But we’re not in a functional 
network that can do a better job today for the patient in 
question. That’s the opportunity for having these conversations 
on the investment side, where we can use the marketplace 
as an agent, or as a fulcrum, to create these interactions that 
currently don’t exist. 
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Impacts of Increasing Patient Financial 
Responsibility [15:26]

Brad Boyd: In the last several years, the percentage 
of overall reimbursement that’s borne by the patients 
has increased. High deductible health plans being one 
example. From an academic medical center perspective, 
has the increase in patient financial responsibility impacted 
patients’ willingness to seek care? 

Heidi Collins: It depends. Where you see that is on the 
commodity services: your radiology, your GI endoscopy, 
maybe your day surgeries; that’s where the insurance 
companies have put most of the burden. Go to this 
freestanding ASC and your co-pay is $500, go to the hospital 
and it’s a 20% co-insurance on a $30,000 bill. That’s where 
we’ve seen some of the driving away. 

When it comes to having something seriously wrong with 
you and you want the doctor who treats the sickest of the 
sick, then people are more likely to figure out how to make 
it happen, and that’s a little less sensitive. As high deductible 
plans become more commonplace, patients are getting savvier 
and are asking the right questions. Before it was, what’s this 
going to cost me? And now they ask, what’s this going to 
cost me? But also, what comes next? What’s my follow up 
care? How do I take care of it? They are starting to get more 
sensitive to taking care of myself at home, and the cost to my 
family to take time off work. 

We’ve been shifting the economic burden further and further 
out of various venues and over to the patients. It’s something 
that especially the big academics will have to pay attention to 
because their cost structures aren’t going to be as sustainable 
in the long run and they have to figure out how to get more 
affordable, but they also have to figure out how to do that in a 
way that allows them to continue to challenge the way care is 
delivered and continue to experiment and find better ways of 
doing things, which adds costs to the system in the short term 
but ultimately takes it out in the long run.

Future of Value-Based Care [17:43]

Brad Boyd: Srin, where do you see the future of 
value-based care, particularly with physician practice 
management companies? Do you have any thoughts on 
the impact that private equity has had as they’ve increased 
their investments in PPMs across the country? 

Srin Vishwanath: As far as value-based care is concerned, 
when we think about moving from volume to value, I do think 
there is a robust future. I know there are debates on whether 
the models of value-based care will be fee-for-service or 
capitation, but we’ve always talked about these in very specific 
contracting terms.

When you think about value, that comes down to quality and 
cost. Is there value for the healthcare system in aggregate 
to reduce cost? Absolutely. Is there value to improve the 
quality of care? Absolutely. How do we engage the whole 
ecosystem including the payers, the providers, whether they’re 
institutional or the individual physicians, and ultimately the 
patient? If we believe better engagement, better alignment 
will drive some of these outcomes, then value-based care 
does have a future, and at least the lessons learned from 
value-based care are going to be implemented throughout the 
healthcare system. I think there is still a long runway and that’s 
the enablement of technology, the intent of better delivery of 
care, and better administrative processes. 

Impact of Private Equity and Investments [19:16]

Brad Boyd: Jim, you talked about health equity earlier. 
Do you think private equity can provide the capital or 
the investment required for independent primary care 
physicians, or a network of primary care physicians, to 
extend communication and collaboration capabilities with 
specialists or even hospital partners?

Jim Walton: Patient centered healthcare is what we’re 
all about. If you look underneath that big, broad heading, 
physicians need investment capital to achieve this vision 
of patient centered healthcare. If it starts with primary 
care, it must integrate with specialty care. There are also 
technology investments that will help drive that. What could 
be a differentiator for physician investment partnerships 
is the concept that we as a company are going to own the 
social determinants of health for the entire population that 
we take care of, and we’re going to seek out the people who 
are struggling the most where the margins are probably 
the greatest. I think equity, or the presence of health 
disparities, is an attractive market to try to unlock the value, 
increase the quality, reduce the cost, and decrease the 
avoidable and unnecessary morbidity and mortality that’s in 
certain demographics.

I used to view this as a responsibility of nonprofit and 
charitable work, but I don’t see it that way anymore. The 
marketplace itself, the search for value, the search for ROI, 
can be the catalyst for doing this. The language we use around 
equity unfortunately gets politicized a bit too much, but the 
truth is we’re all in this ecosystem together. We all know 
someone who is struggling with co-insurance and deductibles 
and affording the medication and getting access to the care 
they need, and that’s unequitable. That’s where we need to 
broaden the definition just a touch rather than seeing it as a 
political cudgel. 

Srin Vishwanath: When we think about value-based care, this 
goes back to the private equity impact, value-based care is 
ultimately disruptive in our current healthcare environment. 
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When we think about the disruptive nature of value-based 
care, that requires risk: risk of capital and risk of a different 
way of doing things. We need to approach it not only from 
our healthcare lens, which we all tend to do, but with an 
understanding across industries and best practices, like how 
do we deal with customer service? Healthcare has never been 
excellent at dealing with customer service. We’ve never been 
very good at branding. I think private equity, when aligned with 
the management team and the mission of the organization, 
can provide valuable capital and insight into developing 
and building these models. Does private equity have a role 
in value-based care? Private financing, as opposed to the 
traditional not-for-profit health systems and government 
funding, does have a role and will have a continuing role in 
improving opportunities for delivering value.

Heidi Collins: Being in San Francisco and in Silicon Valley, 
I work a lot with technology startups and private capital 
funding. The biggest challenge on the startup front — not 
the disruptors who are coming in and partnering or picking 
off full aspects of the business, but the startup technology 
firm — is they will come in and try to pick off one little niche 
and they usually don’t understand two things. First, they don’t 
understand how that niche fits into the overall healthcare 
ecosystem, and when they disrupt one thing, they don’t 
understand the ripple effects it will create. That’s what makes 
it hard sometimes for physicians’ offices or hospitals to adopt 
what might be great technology. Not because the technology 
is bad, but because it breaks things further down in the system. 

The second thing these startups don’t understand is the 
regulatory environment in healthcare. HIPAA and privacy 
laws make healthcare an extremely difficult industry to get 
into. You talk about consumerism and the way we market to 
people. I can’t use personal health information to market to 
you. I’ve got to find other ways to target you more effectively 
as a potential consumer of my services without using the fact 
that you were in my G.I. Endoscopy clinic last week and had 
a diagnosis of X. Though they’re very sophisticated with data 
and such, they don’t understand the rules of the road and that 
immediately puts a red X. 

There are a lot of great ideas and great innovation out there 
that never make it through the front door, even though they 
have all the investment backing in the world, because they 
don’t understand how they fit into the ecosystem, and they 
don’t understand the rules of engagement.

Investments to Address Patient 
Experience [25:29] 

Brad Boyd: Two big federal regulations that deal with 
the patient experience were the No Surprises Act and 
Pricing Transparency, Heidi, can you explain the size of the 

investments that UCSF had to make just to implement 
those two regulations? Have you seen any kind of impact 
or improvement to the patient experience through those? 

Heidi Collins: We were fortunate because we’d already 
made hundreds of millions of dollars of investment into a 
unified electronic health record with Epic. They provided the 
technology and we had years’ worth of data so that we could 
produce those. So, it was maybe a few hundred thousand 
dollars of work for us. But another health system where we 
have put our systems didn’t have any historical data.

You go to a car dealership, and you have the sticker price, and 
you have the actual price, but now throw the payers into the 
mix. So, if you go to Toyota and you have the sticker price, but 
you have UnitedHealth insurance, your actual price is this. 
And if you have Aetna, your actual price is something else. 
And Cigna, you’ve got something else entirely too. So, you’re 
adding a whole level of complexity. Patients don’t necessarily 
understand that getting to the No Surprises Act means I need 
to know you, I need to know who your insurance is, and I need 
to know who your employer is with that insurance, because if 
you’re Hewlett-Packard, you might be on the hook for this, but 
if you’re G.E. then you’re not. Then I need to determine based 
on if you had this service, you are likely going to have these 
five other services, and then provide a price estimate within 
$500 of all those different pieces. It’s a tremendous amount 
of infrastructure to build and you can’t just build that from 
scratch, you have to invest in it for years.

Srin Vishwanath: The challenge is for patients, just knowing 
the price doesn’t help. It depends on their benefit plan, 
it depends on the hospitals they have access to, and the 
networks they have access to. From our revenue cycle 
management and data side, we see charges all over the 
place. You know, some are 2X of Medicare, others are 17X 
of Medicare. Knowing that information is not enough. It’s 
really about what is the impact to patients in terms of their 
pocketbook and understanding what their insurance is going 
to cover. That’s a more complex endeavor than just publishing 
price lists. It probably needs a few more iterations. 

Developing a More Patient Centered Healthcare 
System [28:24]

Brad Boyd: How can we develop a more patient centered 
healthcare system as a whole? 

Jim Watson: Framing consumerism under this larger idea of 
patient centeredness because of the commonality we all share, 
whether we are an investor, or a provider, or run a facility, 
we’re all going to be patients at some point in time. If we start 
from that framework, then we start to understand that my 
unique social issues contribute to my disease burden. How 
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harsh diabetes or heart disease might be for me as opposed to 
somebody else, for example. 

The same is true with ESG. Whether you’re an operator, or 
an investor, or an M&A firm, or a physician organization, 
we all need to take stock in the environmental and social 
consequences of what we do as we move into the future, 
because they all have an environmental impact, and they all 
have an economic impact. So, to be patient centered would 
mean we consider not only the social issues of our patients, 
but also the ESG responsibility we have as an organization.

Conscious capitalism is another topic. Do we give up a piece of 
the margin, the potential margin? Do we maximize margins in 
the future, ad nauseum, or do we just optimize margins? If so, 
what is the price for that, is it a 1% discount or a 2% discount 
to optimize rather than maximize? Maybe we ought to bring 
stakeholders together for a multidisciplinary conversation 
around the topic of what sustainability looks like if we want 
to have a patient centered healthcare future for our parents 
and our children and ourselves. My hunch is we haven’t 
sorted it out yet, but we’re on the cusp. I think COVID pulled 
back the curtain and made us see ourselves as a little more 
vulnerable. Maybe there was a group of people that suffered 
disproportionately and were much more vulnerable, but we 
all experienced that vulnerability. How do we step toward a 
conversation that would make the system patient centered for 
all of us and sustainable for the next generation? 

Investing in Technology to Expand Access and 
Improve the Patient Experience [31:55]

Brad Boyd: Heidi, you were talking about some of the 
investments you’re making outside of EHR regarding 
patient engagement, patient interactions, etc. Can you 
share some of the interesting ways UCSF is investing 
in technology to expand access and to improve the 
patient experience?

Heidi Collins: The concept of a patient journey is new-ish in 
not-for-profit healthcare. We don’t think the way a consumer 
company thinks, though we do more now, but that was a 
transition. The first part was changing the mindset in how we 
think about the continuum from potential perspective patients 
and patient acquisition all the way through the care and then 
the ongoing loyalty of that. One of the products that naturally 
leads to that is your CRM, and CRMs in healthcare are largely 
limited to call centers and call center support. We have been 
putting a lot of time and energy and investment into building 
out an enterprise CRM with the goal of becoming the Ritz-
Carlton of healthcare. How do we know your preferences? 
How do we make sure we’re doing that? How do we know 
that you need a reminder to take your medication? Or that 
you want communications by text Monday through Friday, 

and by email on Saturday and Sunday? Or how do we know 
that you are most likely to pay your bill depending on the time 
of the day we send the message? How do we start serving 
up your healthcare the way you want? You might want your 
primary care messages to come to you by text, but your 
oncology messages to be a phone call or voicemail so your kid 
doesn’t see a text and ask, What do you mean, you’re going to 
an oncologist?

How do we start to think through those things in different 
ways? How do we think about our physician dictionary? We 
are tertiary quaternary. We can see about 50% to 60% of the 
patients who want to see us, which is a nice place to be in, and 
it can change in an instant. We also have partners. How do we 
know when you call in with a referral, that you may not be sick 
enough for our person who sees this? What is the element? 
It’s not just breast cancer. What form of breast cancer? What 
are the questions? Which is the right specialist for you then? 
Is that us? Is it one of our partners who happens to be a mile 
from your work or a mile from your home?

How do we rebuild our technology and our dictionaries to 
think in that way? Healthcare is not set up that way. CRM 
is going to be helping us with all those things, but it’s also 
rethinking the way we harvest and gather data and then use it 
to reduce friction. It’s using web analytics in a way that’s not 
creepy from a healthcare system standpoint and help guide 
you through without using personal health information or 
making you think that because you clicked on something on 
Facebook that’s why we’re reaching out to you. It’s a fine line 
to navigate and it’s a lot of little changes, such as, if we’re not 
going to be able to take your referral, how fast can we get to 
no? So instead of taking two weeks to say no, we’re not going 
to be able to take you, can we get there in 24 hours and say, 
no, we’re not going to be able to take your referral, here’s a list 
of other partners or getting back to your primary care to tell 
you who. It’s a shift in mindset along with all the technology 
to enable it, CRM and data integration, more multi-modal 
communication, and deeply understanding patient preferences 
and being able to leverage that are going to be key.

Embracing Technology [35:55]

Brad Boyd: Those technologies that you’re developing, are 
those third-party tools that you’re integrating into your 
Epic ecosystem?

Heidi Collins: Our preference is always to integrate third party 
tools first. We’re a healthcare company, not a tech firm, so 
to the extent we can do that we can. In full disclosure, we’re 
Benioff Children’s Hospitals, so we have a great relationship 
with Salesforce down the street, so we’ve been doing a lot of 
work with them, and Salesforce has been an excellent partner 
as we try to figure out how to make a CRM that was designed 
for other industries work in healthcare. They’ve been a great 
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firm to partner with because they’ve wanted to find real use 
cases and figure out how to add value in real use cases and 
ones that can be leveraged across the organization. We’ve been 
doing a lot of work on that front. We’ve also found little niche 
firms that are up and coming and have some good healthcare 
operations expertise. We choose our partnerships very 
carefully. We also work with some of the big tech companies, 
for instance, we have a partnership with G.E. where we’ve 
developed AI on chest x rays. Every chest x ray still needs to be 
read, but the ones most likely to have a finding are at the top 
of the reading list. So, if you have something that needs action, 
it’s most likely to be read in 20 minutes, not in 24 hours. Lots 
of different technologies out there and it’s an interesting time 
to be in the space. 

Measuring Patient Experience [37:37]

Brad Boyd: Could each of you share your thoughts on the 
metrics you use to measure patient experience and how 
would you define success in this area? 

Srin Vishwanath: We’ve been working with some of our 
primary care group partners on patient metrics. We always 
talk about satisfaction, how pleased are you with your doctor, 
your visit, etc., but there are some other very basic things to 
consider, such as time to consult. When you potentially have 
a diagnosis for cancer, you get a referral to an oncologist. 
How soon are you seen? That is a very nerve-wracking time, 
and a lot of the time that is going to drive the actual patient 
experience across that journey. Also, how available is an 
oncologist near you? UCSF is a great center, but a lot of 
people need their oncology care close to where they live and 
work, and how far are they going to get that? There are other 
clinical metrics that some of our clinicians have developed, 
for example, chemotherapy versus death. When did they get 
chemotherapy? Do they get a hospice consult? Do they get 
a palliative care consult? Those type of metrics were more on 
the clinical side. So, there are various metrics that we look at 
to measure quality and experience for the patient.

Jim Walton: This year I signed up for Medicare. That tells you 
how old I am. And I came to understand as a physician, and 
then as a physician executive, that I represent the EBITDA of 
the company, whether it’s United or Blue Cross, which shares 
some of the savings if I achieve my quality goals, but also the 
ACO I’m part of. I’ve started to understand on a personal level 
that we all are part of the EBITDA for these companies. And 
when they try to flip these companies, I factor into that. One 
thing we did in our engineering within our ACO organization is 
we decided to measure the net promoter score of our primary 
care doctors. So, would you recommend our ACO to your 

colleague and are we delivering value? And we have two faces: 
we have a patient facing staff and we have a practice facing 
staff, and we wanted to know are both of those likely to be 
recommended to your colleague? We take that as our ability 
to support primary care doctors who are under tremendous 
financial pressure and operating pressure. If we elevate their 
experience by giving them headroom within their day-to-
day work, and they give us a higher net promoter score, then 
we have indirectly influenced the patients. Now, we know 
there are standard HCAP requirements for measuring patient 
satisfaction, but we often forget the doctors that are taking 
care of them have an opinion about the services they’re 
getting to help them take care of those patients, and they’re 
not often asked, how are we doing? How is our staff doing? 
How are we supporting you in taking care of your patients? 
We know there’s HCAP, and we know there’s a standard 
patient satisfaction survey taking place in these value-based 
contracts, that’s a requirement. But we’re really after trying 
to do a better job serving our customers who are serving the 
customers, which are our doctors. 

Heidi Collins: Similarly, we have the standard Press Ganey 
wage caps, those pieces. We also have time to schedule and 
time to first appointment. Are you able to schedule ideally 
within 24 hours? Most likely we’re closer to five days. Are you 
able to be seen within five days or 14 days, depending on the 
condition? And then we start measuring lots of smaller things. 
If you call in, is your call getting answered in 30 seconds or 
less? If you’re using self-service tools? I love looking at the 
analytics for our patient portal. We have people log in every 
day from around 18 to 25 countries and 24 hours a day. Over 
the last several years, and especially post pandemic, it’s shifted 
outside of business hours. Most of our usage is now outside 
of business hours. So, when you have a password lockout at 2 
a.m., when you woke up and had to deal with the issue you’ve 
been avoiding dealing with, you don’t want to then wait until 8 
a.m. to deal with it. Our call centers are 24/7 and multilingual 
and we try to make sure that you don’t have to be tech savvy 
to access things. You can call, you can email, you can text, 
and we monitor those processes to see where there is friction. 
How many steps did it take, how many handoffs were there, to 
resolve that issue? How do we lower the number of handoffs? 
How do we anticipate what calls are coming into our call 
center? Are there ways we can preempt and avoid? Maybe 
you don’t need to call for directions because you received a 
link that provided directions along with your appointment 
reminder. How do we stay one step ahead? We’re starting to 
think about not directly measuring satisfaction, and instead 
focusing on things that are proxies for satisfaction.
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